groups, since Dr. Head stated these did not occur in " pure" form.
Dr. Wilson did not question the clinical occurrence of the forms of aphasia described by Dr. Head but he did not see that the " new" types in any way. ran counter to the hitherto accepted and familiar subdivisions. Verbal aphasia closely resembled ordinary motor aphasia ; the nominal variety was one commonly observed. Syntactical aphasia, with its "jargon "-aphasia, had been described in the group of sensory aphasia, while semantic aphasia was largely identical with agnosia, in particular with that described by Liepmann and others as ideational agnosia. Dr. Wilson commented upon the fact that Dr. Head had not used either of the terms agnosia or aphasia in his papers, although it was obvious that he was frequently describing apraxic and agnostic phenomena. He believed that the subject of aphasia could best be understood if disorders of these "faculties," and the other mental activities mentioned by Dr. Head, were looked at from the point of view of apraxia and agnosia.
In conclusion the speaker summarized his own views on aphasia. He accepted the general division of aphasia into receptive and executive defects and held that ordinary motor aphasia was but a part of motor apraxia and sensory aphasia of agnosia.
Dr. STANLEY BARNES (Birmingham) remarked upon the very interesting ,way in which Dr. Head had started what appeared to be a new form of investigation of disorders of speech. He thought the scheme of examination which Dr. Head had put forward was likely to lead to more accurate results and a clearer understanding of the speech mechanism than those hitherto obtained. He himself had not had experience in examining patients on this new basis, but thought that the method now suggested was likely to carry them as much further in the analysis of speech defects and localization of speech function in the future, as Dr. Head's extremely valuable researches into the various forms of sensation had enlarged their knowledge of the sensory paths. At the same time, he was rather sorry Dr. Head had published his paper in the somewhat incomplete form in which it had gone out. It would have been better if he had either included with it as published the addendum he had just read out, or waited a little longer before publishing. It gave the general impression that, after all, localization of speech was a thing which had now practically gone by the board. He did not for an instant believe that was Dr. Head's intention. He hoped that would be made clear in Dr. Head's reply.
A point he would have liked to have heard more emphasized by Dr. Head was that intellectual faculties were so closely bound up with speech, that one must expect them to be represented in the same area of the brain, and that any serious defect in speech must mean a serious defect in intellect too. In some of the cases Dr. Head quoted there was a suggestion of great speech defect with no material loss of intellectual capacity; he (the speaker) found it difficult to believe that. The neurologist was dealing with patients of such varying degrees of intellectual capacity, and he knew so little at first hand about the patient's intellect as it was before his lesion, that it became very difficult to estimate what was the degree of intellectuial defect, if any. It was his own belief, from clinical and psychological investigation, that the two functions, speech and intellect, were largely interdependent and were represented in the same area of the brain.
It might be going further than Dr. Head wanted to go that night, but he (the speaker) would like to hear whether Dr. Head could suggest any localization, or any element in localization, with regard to varieties of speech defects. His own opinion, which he had held for several years past, was that the areas which had been hitherto suggested were too much restricted. He thought the whole mass of the information which had been received had been argued about on too narrow a basis, because the localization of the various functions had always been assumed to be too microscopical. Thinking out the matter on purely psychological grounds, knowing something of the localization of the motor function of the brain, and adopting Hughlings Jackson's views as to the representation of particular areas, he could not believe that such an important function as that of speech could be localized in any small area of the brain; it must require a vast representation. He believed that the area of the left side of the brain devoted to speech stretched from the foot of the third frontal convolution in front to the angular gyrus behind; and from the lower limits of the supramarginal convolution above to the middle and probably the inferior temporo-sphenoidal convolution below. This large area, including most of the island of Reil, he believed to be mainly devoted to speech (both internal andexternal) and intellect. He believed there were no sharply divided compartments in this area, where it could be said that this or that part of the cortex was solely devoted to particular elements of the speech function, but he did believe that in the main the hinder end of this area was mainly one in which visual impressions were received and elaborated into such a form that they were ready to be received in consciousness and interpreted as speech; and that in the same way the temporal convolutions were mainly devoted to re-representing auditory impressions as speech; whilst the frontal end was chiefly concerned with the emission of speech in the form of words spoken and written.
Dr. Head had told of a variety of lesions and a variety of results. There was a suggestion-nothing more-that whether there would be one type of aphasia or the other, would be determined according to the intensity of the lesion, and not according to its localization. In this matter his experience was similar to that of the last speaker and others who had spoken that night. He -thought there could be no doubt that a lesion of the hinder end of the speech area would give different results from those of a lesion in the fore end. But he thought that in all these cases there would be a depression of intellect, that the whole intellectual capacity would suffer to some extent in whatsoever portion the speech area was damaged. And he agreed with Dr. Collier that the more sharply defined was the type of aphasia, the more certainly would there be a subcortical as well as a cortical lesion. He did not think there was any sharp line of definition between motor and sensory cortex, but that they were intimately intermixed, and that as one passed to the fore end of the brain it became more motor, and as the occipital end was approached it became more sensory (visual), while on reaching the temporal lobe it was mainly auditory in type. He did not doubt that Dr. Head had explained his own cases, in the main, correctly. But, there again, he agreed with Dr. Wilson that those cases were not, essentially, any better for the purpose of determining localization than were the types members had seen. He had seen cases of bullet wounds in which the brain had been exposed by operation, cases in which the missile had crushed through the dura and those which had suffered concussion effects through a slanting blow, and it had been difficult to define the limits of the lesion, either in the surface direction or in depth. Dr. HEAD (in reply) said he could not imagine a task more difficult than to be questioned by the various speakers and to have to answer them unprepared. He understood Dr. Collier to be in general agreement with the clinical aspect of what he (Dr. Head) had put forward. He could not understand why Dr. Collier said that in spite of the fact that the terms used were fundamentally incorrect, and "physiologically, anatomically, and psychologically impossible," Dr. Collier intended to keep to them -at least he would find it hard to replace them. That was the very reason Dr. Head had been bold enough
